Dysthyroid ophthalmopathy often gives rise to functional and cosmetic problems due to eyelid retraction. There are several causes of this state which are usually most obvious in the upper lid. Surgery should be delayed until the condition is stable and other operations have been done. A number of operative procedures have been used.
Summary
Dysthyroid ophthalmopathy often gives rise to functional and cosmetic problems due to eyelid retraction. There are several causes of this state which are usually most obvious in the upper lid. Surgery should be delayed until the condition is stable and other operations have been done. A number of operative procedures have been used.
In the upper eyelid, the traction of the Muller muscle and, most often, the levator is released; in the lower eyelid, the retractors are recessed or excised. Spacers have been used especially in the lower lid.
The retractors can be reached either through the skin or the conjunctiva. Both methods give good results. In the upper lid, the risk of damaging other structures is lower with a skin incision; in the lower lid the conjunctival incision gives easier access to the tissues. The complications most frequently seen are over-or undercorrection both of which may necessitate a reoperation. Any of these problems constitutes an indication for surgery which, properly per formed, gives significant relief.
Timing of surgery
If the condition demands a decompression, this should be performed first since it may influence the degree of retraction. Any sur gery on the extraocular muscles should also be finished for the same reason ( Fig. 1) . It is usually recommended that the condition be stable for at least 6 to 12 months. Only in the case of a threatening keratitis can surgery be considered in the active disease state. In such cases, reoperation may be necessary later.
Operative procedures
First, it should be remembered that in mild cases a lateral tarsorraphy can give a satis factory result. By this means the eyelid fissure is reduced where it is usually widest, i.e. later ally; the operation corrects the position of both the upper and the lower lid.
In order to relieve moderate or severe retraction, it is necessary to lengthen the structures that pull the lid upwards or down wards respectively. The aim is to obtain a normal eyelid position with good movements and a satisfactory cosmesis. During the oper ation, nearby tissues like the lacrimal appara tus must not be damaged. The goals can be reached in various ways and a number of sur gical procedures have been described.
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Some are more easily performed than others or are better suited to a certain objective.
Tables III and IV list the procedures.
Upper eyelid
The conjunctiva can be divided and recessed Each has its advantages (Table V) Table VI .
Mullerectomy alone was not sufficient in any case. In 40 eyelids, excision of the Muller muscle was combined with a division of the levator aponeurosis. In 18 eyelids, three over lapping tenotomies were done leaving an The results are shown in Table VII Lower eyelid (Table IV) In the upper eyelid, the operation is sup ported by the orbicularis action and by gravity. In the lower eyelid, gravity coun teracts the surgery performed so that addi tional measures often become necessary.
The conjunctiva may be divided and left 
Complications of surgery
The most frequent complications are listed in Table VIII . Undercorrection or overcorrec- These conditions may also require reopera tion. A raised lid crease is not uncommon (Fig. 3) , and may necessitate an adjustment by a skin incision. Persistent oedema has been reported in cases of homologous grafting. 1,5,6
